Background: Nurses' clinical competence is vital to ensure safe and high quality care, and the continuous assessment of nurses' clinical competence is of major concern. A validated instrument for the self-assessment of nurses' clinical competence at different educational levels across specialties and countries is lacking. The aim of this study was to test the reliability and construct validity of the new Professional Nurse Self-Assessment Scale (ProffNurse SAS) questionnaire in long term and home care contexts in Norway. The questionnaire is based on the Nordic Advanced Practice Nursing model, in which the nurse-patient relationship is central.
Background
Throughout the world, health care services are undergoing continuous and rapid changes related to demands for cost effective yet safe and high quality health care. In that adverse health care events threaten the realization of high quality care in all care settings [1] , it is imperative to improve patient safety [2] . The importance of nurses' roles and competence in ensuring patient safety has been confirmed in several studies [3, 4] . Naylor et al. [5] found positive linkages between nursing and patient care quality, and nurses hold an important and leading role in improving health outcomes [6] . A global, welleducated nurse workforce is needed.
Many countries are facing shortages in the health care workforce [7, 8] . This not only relates to the ability to maintain a sufficient number of care staff but also to the ability to provide a suitable mix of nursing competence, with the aim to ensure patient safety in all care contexts. The systematic assessment of nurses' actual competence levels in diverse care settings has therefore become ever more crucial and of interest to educators, healthcare managers, and politicians on all levels. To ensure the clinical competence of nurses, constant monitoring and supervision is needed. Nurses themselves need to be cognizant of whether their own competence levels meet the standard required for their actual roles. Systematic assessment also enables the tracking of competence throughout an individual career and the assessment of whether nurses' competence levels meet the requirements of the health care services. Thus measuring nurses' competence may be useful for a variety of reasons.
During the past decades, advanced practice nurse (APN) roles have been successfully established (e.g., in the USA, Canada, Great Britain, Holland, New Zealand, and Australia). The APN role includes educational advancement, specialization, and role expansion [9] and is shaped by country and context specific characteristics [10] . It is nevertheless recommended that the role be held by individuals with a master's level degree in nursing [10] [11] [12] that also includes a concentration in an APN role [9, p. 79] . When the APN role is implemented, promising effects of the redistribution of professional roles are seen: where certain tasks, including responsibility, are transferred from physicians to APNs. The fact that APNs provide care and treatment of equal or even better quality than physicians is of interest [13, 14] . APN roles and models are emerging in the Nordic countries at the moment. Even at this early stage, it is possible to discern an emphasis on the importance of clinical competence [15, 16] and that the role transition from registered nurse (RN) to APN appears to be a maturation process that encompasses a broader and deeper holistic view of the patient's state of health [17] . A recent Nordic study also revealed that top-level managers and politicians emphasize that the acute and complex needs of ill older people will require nurses who possess an advanced competence, relative to both medical treatment and nursing care [18] .
During the last decade, interest in assessing nurses' competence has clearly increased [cf. [19] [20] [21] [22] [23] [24] [25] [26] . Still, Watson et al. [27] report that until 2002 the concept "competence" was poorly defined and that a lack of rigor in the instruments used for its assessment existed. We carried out a comprehensive literature search of the Medline and CINAHL databases using the following key terms: research/assessment/measurement combined with clinical competence/nursing competence/advanced clinical competence/advanced clinical practice, and instrument/tool/scale. The literature search was augmented by an examination of the collected articles' reference lists. The search process resulted in several instruments for nurses' self-assessment of competence.
In Jordan, the Competency Evaluation Questionnaire was developed to assess the competence levels of nursing graduates [28] . In China, the Competency Inventory for Registered Nurses, which compares nursing competency and organizational climate [29] , was developed and validated as having the potential for cross-cultural application [30] . In Taiwan, three instruments were developed: the Clinical Nursing Competence Questionnaire [31] , the Public Health Nurse Professional Competency Scale [32] , and the Clinical Competence Questionnaire [23] . In Japan, two instruments were developed: the Holistic Nursing Competence Scale [33] and the Competence Scale for Senior Clinical Nurses [19] . To detect differences in competence across countries in Europe, the European Health Care Training and Accreditation Network developed the EHTAN Questionnaire Tool (EQT), a nurse competence self-assessment tool for general nurses [20, 34] .
In Finland, the generic Nurse Competence Scale (NCS) was developed [24] . The NCS includes 73 items and is based on Benners' domains of clinical practice [35] . The NCS has been used to assess the competence of graduating nurses [22] and to measure or compare nurse competence in different work environments [25, [36] [37] [38] [39] . The NCS has also been translated into various languages and used across cultures and countries, for example in Lithuania [21] , Iran [40] [41] [42] , the USA [43] , Norway [44] , and Australia [45] . The NCS has furthermore been validated in an Italian study [46] . Still, even though Meretoja et al. [24] provide extensive documentation of the development of the NCS, during testing of the German version in Switzerland Müller [47] reported that the original seven-factor structure of the NCS was not confirmed. A recent psychometric test of the NCS in Norway has also concluded that the original NCS factor structure was not confirmed [48] .
In Sweden, a new instrument has been developed based on formal national competence requirements: the Nurse Professional Competence (NPC) Scale [26] . The NPC was developed for use prior to graduation and among practicing registered nurses over time.
Nilsson et al. [26] maintain that only a few instruments are psychometrically sound. To date, instruments have mostly been developed for use in hospital contexts. In general, the focus of instruments has been the assessment of nurses' clinical competence at the generalist level (basic level qualifications or a bachelor's degree). However, when the development of new APN roles started in Finland and Sweden at the turn of the 21st century, a clear need existed for a new instrument for the self-assessment of clinical competence at different educational levels and across specialties and countries.
Wilkinson [49] maintains that without the right tools to assess competency it is difficult to know if nurses are safe to practice. To our knowledge, no instrument as yet exists that measures nurses' clinical competence at different educational levels. Therefore, the aim of this study was to test the reliability and construct validity of the new Professional Nurse Self-Assessment Scale (ProffNurse SAS) questionnaire in long term and home care contexts in Norway.
Theoretical framework
The epistemological foundation of the ProffNurse SAS is grounded on a life learning perspective and covered by the three Aristotelian dimensions of knowledge: epistêmê, technê, and phronêsis. Epistêmê represents nurses' theoretical scientific knowledge, technê the knowledge in doing, and phronêsis practical wisdom [50, 51] . The theoretical framework of the ProffNurse SAS is based on the Nordic APN model, which is a modified version of the International Council of Nurses' (ICN) and Hamric's definitions of the central competence domains of advanced nursing practice [9, 11] . The ICN defines an APN as a registered nurse who has acquired the expert knowledge base, complex decision-making skills and clinical competencies for expanded practice [12] . Hamric moreover emphasizes that while many of the same interventions are performed in basic and advanced nursing practice, advanced nursing practice is based on deeper and broader competencies [9] .
In the Nordic APN model it is assumed that competence domains remain the same on the generalist, specialist, and advanced levels. This is supported in a recent study finding that clinical competence is deepened but not actually changed between levels [17] . A holistic approach and a central nursing science perspective, including health, ethos, and caring as the core of nursing, are emphasized. The model comprises eight core competencies: direct clinical practice, ethical decision-making, coaching and guidance, consultation, cooperation, case management, research and development, and leadership [52, 53] . The focal point of these competencies is the dynamic and mutual nurse-patient relationship, where truly "knowing the patient" is the core of clinical competence. In the model the concept "clinical competence" encompasses the synthesis of epistêmê, technê, and phronêsis [50, 51] and can therefore be described as "knowledge in actions".
Methods

Design
The study has a cross-sectional survey design and constitutes the first phase of psychometric testing of the new ProffNurse SAS instrument. The study sample included RNs at the generalist and specialist levels, with some having completed master's level studies in nursing. Still, as the master's level studies were not concentrated to an APN role, these RNs were not APNs.
Instrument development
The first version was originally named the Nurse Clinical Competence Scale (NCCS) and was developed in the Swedish language in Finland in 2004 [54] . While the NCS provided the inspiration, with the NCCS the researchers sought to strengthen the assessment of clinical skills on an advanced level, including variables such as history taking, physical assessment, and clinical decision-making.
Translation of the Swedish-language NCCS for the purposes of this study into the target language Norwegian was guided by the nine-step procedure of Wild et al. [55] . A five-person committee oversaw the translation, including forward and backward translation [55] . The second and third authors (SW, KS) conducted the forward translation from Swedish into Norwegian. The first, second, and third authors (EF, SW, KS) conducted the reconciliation. An external, independent translator with no prior knowledge of the instrument performed the back translation. All authors participated in the review of the back translation and final harmonization. A second external, independent, bilingual translator with no prior knowledge of the instrument then translated the Norwegian version into English. The last phase of the translation process included research group discussions about the reconciliation, back translations, and final harmonization.
The Swedish-language NCCS consisted of 67 items. After an assessment and revision of these 67 items, the research group decided to add seven new items to strengthen the patient perspective and supplement medical and skills aspects. The name of the instrument was changed to ProffNurse SAS. To assure face-validity, five independent experts assessed the clarity, wording, understanding, and relevance of the questionnaire. Fifteen RNs from four nursing homes reviewed the questionnaire's form and content, the time needed for completion, and the clarity of the accompanying information letter. These groups deemed only a small number of revisions necessary. A 10-point Numeric Rating Scale (NRS) was used in the ProffNurse SAS. The numeric options for the NRS were enclosed in ten boxes and the scale ranged from 0 to 5 at 0.5 intervals; zero indicated a lack of competence while 5 indicated full competence. Response options are equidistant and therefore provide interval level data [56] . Respondents were asked to tick the box representing the numeric option best describing the quality of their performance related to each of the items.
Sample and data collection
RNs working in long term and home care contexts in eight different municipalities in three Norwegian counties and from all educational levels were included in the study. Municipalities represented both rural areas and small to midsized urban areas (30-60.000 inhabitants). The eligible number of practicing RNs was 704. While all of them were invited to participate in the study, only 371 questionnaires were returned (response rate 52.7 %). Fourteen questionnaires were rejected as incomplete with 26 items not answered (>35 %), resulting in 357 complete surveys. No APNs were among the eligible population. Even though master's level programs in APN are offered in Norway, such a level of studies is relatively new and the APN role is still emerging. Demographic background data were collected.
Among other variables, a reliable factor analysis depends on sample size. Determining sample size is challenging because of various "rules of thumb": e.g., 100 participants as a minimum required [56, p. 513] or ratios of participants to items such as 5 to 1 or 10 to 1 [57, p. 190 ]. While Field [58] emphasizes that experts differ on what the cases-to-variables ratio should be, he ultimately suggests that it makes little difference to the stability of factor solutions and recommends that the sample size be "300 or more" [58, p. 684] . Following Field's recommendations, we found that the 357 respondents who returned complete questionnaires constituted an acceptable sample size, with the ratio 4.8 per item.
Questionnaires were delivered in envelopes marked with the name of the first author, together with an information letter. To ensure respondent anonymity the questionnaires were marked with code numbers indicating the respective nursing homes or home care departments in the particular geographic regions. The questionnaires were completed anonymously, returned in sealed envelopes, and delivered to boxes or shelves centrally placed in reception offices.
Data collection took part in two phases: the first region (covering two counties) during SeptemberNovember 2011 and the second region (covering one county) during April-June 2012. In the first region there were 16 independent units (11 nursing homes and 5 large organized home care departments), while in the second region there were 19 independent units (9 nursing homes and 10 home care departments). The head nurses of the participating units acted as contact persons and administered questionnaires and reminders to all potential respondents. Two reminders were sent: the first about 14 days after the initial start of the study, the second about 2 weeks after this first 14-day period. The number of participating RNs from each unit ranged from 2-35.
Data analysis
The PASW Statistics for Windows, Version 18.0 was used for analyses. Exploratory factor analyses (EFAs) were used to test the psychometric properties of the questionnaire. Principal Component Analysis (PCA) was used as the method for extraction for all EFAs. The EFAs were conducted as follows: assessment of the factorality of the data, factor extraction, factor rotation, and interpretation. The intention was to reduce the number of items [59] and avoid duplication of questions while still retaining meaningful factors. To test the level of correlation between items (i.e. internal consistency) Cronbach's alpha tests were performed.
The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was performed to test partial correlation between variables. KMO values range between 0 to 1, and a KMO value in the 0.8-0.89 range is considered "meritorious" [58, p. 685 ]. An absolute value of 0.4 is recommended as the cut-off value for factor loadings [60] . However, the research group chose 0.3 to determine whether items with factor loadings close to 0.4 should be included due to emerging theoretical considerations.
The first EFA was carried out with extraction based on eigenvalues >1, which yielded 18 components. With this method the number of components is often overestimated [59, 61, 62] . Parallel Analysis is reported to be the most accurate method of determining the number of components to be extracted [56, 57, 62] . When using the Monte Carlo PA software program to perform Parallel Analysis [57] , the program asks for the number of items, the number of respondents in the actual study, and how many replications are desired. Average eigenvalues from the random data sets are calculated and compared to the eigenvalues of components (from the initial EFA). Only components with greater eigenvalues than the average from the random data sets are retained [57] . Parallel Analysis was performed with 100 replications as recommended [57, p. 200 ] and resulted in 6 components to be extracted.
The second and third EFAs were performed with the 6 components defined for extraction. In the second EFA, all 74 items in the ProffNurse SAS were included. The third EFA was performed with the 53 items remaining after the analysis of the second EFA. The rotation method, oblimin (oblique) rotation with Kaiser Normalization, was chosen because the possibility of correlations between the components being extracted existed. When oblique rotation is performed both structure matrix and pattern matrix are reported, which gives a different picture than when the components are correlated [57] . These structure and pattern matrices indicated that the components were correlated. The component correlation matrix (not shown in table) supported this result, showing multiple correlations > .3 [57] . Hence, oblique rotation was a suitable choice.
Ethical considerations
The study has been conducted in accordance with The Declaration of Helsinki [63] and the Ethical Guidelines for Nursing Research in the Nordic Countries. The study has been reviewed and assessed by the Norwegian Social Science Data Services 2011 (ref no. 26431). Access to the field was obtained from the chiefs of the included municipalities. The return of a questionnaire was regarded as informed consent to participate in the study, anonymously and voluntarily.
Results
The overall response rate (N = 704) was 52.7 % (n = 371). The response rate for the first region was 51.% (n = 166) and the second region 54.% (n = 205). Of the total sample 80.7 % were nurses in direct care (n = 300), 11.3 % were nurse managers (n = 42), and 1.6 % were administrative nurses (n = 6). 95.4 % were women (n = 354). The respondents' mean age was 41.5 years (range 22-68), with average working experience 9.8 years (range 0-32). Of the total sample 40.2 % (n = 149) possessed education above the generalist level, with 2.9 % (n = 11) educated on the master's level.
In the second EFA 49.2 % of the variance was explained, and there were 680 (25 %) non-redundant residuals with absolute values >0.05. The Structure Matrix (Table 1) shows correlations between variables and components before rotation. Table 1 demonstrates that 28 items had loadings ≥0.4 to one component, 20 items to two components, 17 items to three components, and 3 items to four components. Six items had no loading exceeding 0.4 to any of the components.
The Pattern Matrix (Table 2) shows the unique contribution of a variable to a component. Two items (items 29 and 62) have loadings ≥ 0.4 to more than one component, while the remaining items with loadings ≥ 0.4 only loaded to one component. Table 2 demonstrates that 19 items had loadings ≥0.4 to component one, 11 items to component two, 11 items to component three, 7 items to component four, 2 items to component five, and finally 6 items to component six (loadings ≥0.4 for all items). Two items loaded >0.4 to more than one component, while all the other components, with the exception of 18 items with no loading ≥ 0.4, loaded only to one of the components.
The eighteen items with loadings <0.4 were excluded from further analysis. High levels of non-response may identify problem items. Deletion may be an option when missing values on variables are not central to the analysis [60] , and recommendations for item deletion range from 15 %-40 % [64] . We decided to exclude three items due to internal missing items and employed limits to determine which should be excluded. Items 49 (8.4 % missing), 71 (12.6 % missing), and 72 (17.6 % missing) were subsequently excluded. Although the chosen limits for exclusion may seem rather rigid, these three items had greater missing values than the other, included items. In total 21 items were excluded. An overview of these items and why they were excluded are shown in Table 3 .
The third and final EFA-from which the 21 items mentioned above were excluded-was then performed. In this EFA 33.9 % of the variance was explained by factor one. Furthermore factor two explained 6.6 % of the variance, factor three 5.5 %, factor four 3.8 %, factor five 3.5 %, and factor six 2.8 %. There were 353 (25 %) nonredundant residuals with absolute values >0.05. The structure matrix of this EFA (not shown in table) demonstrated that 19 items loaded >0.4 to one component, 16 items loaded to two components, 12 items to three components, and 5 items to four components. Item 14 ("I convey the knowledge within my own specialist area to others at my workplace") had no loading exceeding 0.4 to any of the components.
The pattern matrix of this final EFA (not shown in table) demonstrated that no items loaded more than 0.4 to more than one component. Nineteen items loaded ≥0.4 to component one, 5 items to component two, 11 items to component three, 6 items to component four, 6 items to component five, and 2 items to component six. Two items were excluded due to low loadings in the final EFA (item 51-highest loading -.335 and item 14-highest loading -.307). Despite loadings of <0.4 two items (59 & 62) were kept in component six after discussions in the research group. Reliability tests were performed with and without each of these items, and the alpha values were higher when these items were included. The final version of the ProffNurse SAS is shown in Table 4 and consists of 51 items sorted into six components.
The number of items in each component varies between 4 (lowest) and 19 (highest). The names assigned the components were derived from the content of the items with highest loadings in each component [65] and are as follows: Direct Clinical Practice (19 items), Professional Development (5 items), Ethical Decision-Making (11 items), Clinical Leadership (6 items), Cooperation and Consultation (6 items), and Critical Thinking (4 items). Factors with ≥ 5 items and factor loading >0.5 are considered "solid factors" whereas factors with <5 items are considered "unstable" [66] . With respect to internal [58] . Accordingly, the internal consistency of the ProffNurse SAS may be considered good.
Discussion
The results of the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy showed appropriate intercorrelations for the 74 scale items to explore the underlying structure. The factorality of the data was good [cf. 57]. The PCA (Principal Component Analysis) revealed a six-component structure reducing the items from 74 to 51. Reliability is a premise for validity [65] . For this factor structure Cronbach's alpha values ranged from 0.737-0.940, leading to the estimation that the ProffNurse SAS is reliable [67] . The first component, Direct Clinical Practice, contains 19 items with a Cronbach's alpha of 0.940. Bland and Altman [68] describe 0.90 as a minimum and 0.95 as a desirable value for Cronbach's alpha. Though highly correlated items may make a scale overlong with the possibility of over-emphasizing some aspects, items that are too similar may be redundant [69] . Tavakol and Dennick [67] , however, recommend a maximum Cronbach's alpha of 0.90; they maintain that Cronbach's alpha exceeding this maximum is an indication that redundant items may be present and suggest shortening the test if such occurs.
The first component consists of 19 items, which may be considered broad. Nevertheless, all of the items in this component loaded between 0.412 (lowest) and 0.791 (highest) and only to this component. As mentioned previously, this instrument was intentionally developed to strengthen the measuring of nurses' clinical skills. It is therefore important to include all these items in order to capture the complexity of nurses' clinical competence at all levels, even with the risk that some of the items might be redundant. Defining and finding consensus for the concept "competence" is still under debate, but agreement seems to be emerging [70] . Competence is dynamic and relational, and according to Takase and Teraoka [33] it is a synthesis of knowledge, attitudes, values, and skills; when a holistic approach is applied, ethics and context are included [71, 72] . Clinical competence can be described as "knowledge in actions" when based on the Aristotelian view of knowledge [cf. 73]. Nurses' clinical competence is essential to ensuring patient safety and high quality nursing care in all caring areas. Therefore this first component, Direct Clinical Practice, covers important aspects of nurses' clinical practice at different educational levels. The epicenter of nurses' clinical competence is the dynamic and mutual nurse-patient relationship: the core of clinical competence is truly "knowing the patient". The formation and fostering of such a therapeutic relationship is also the core of person-centered care [74] . In this term the word "person" involves all those who are engaged in caring and is underpinned by mutual respect, respect for others as human beings, the right to selfdetermination and understanding. The third dimension, Ethical Decision-Making, is built on these values and reveals that taking care of patients' physical, social, mental, and spiritual needs is a holistic as well as a moral commitment in relation to nurses' clinical competence.
The theoretical framework of the ProffNurse SAS supports all six components. These components encompass the eight domains seen in the Nordic APN model [52] , which strengthens the validity of the instrument. To some extent, the sixth component (Critical Thinking) is relevant to the domain Research and Development seen in the Nordic APN model. To incorporate nursing knowledge into practice, critical thinking is necessary [cf. 75, 76] . We perceive critical thinking as a crucial part of nurses' clinical competence, which implicitly ("I focus on relatives' need for support and guidance") had too low loading to be included. A patient's relatives are important partners for nurses in regard to cooperation, and an investigation of this item should be included in further testing of the instrument. Items 64 and 65 ("I report all 'near incidents'" and "I report all incidents in accordance with the actual patient safety system") also had to be excluded because of low loadings. Item 37 ("I give health promotion and illness preventive recommendations in accordance with national guidelines to patients") and item 72 ("I give health promotion advice and recommendations to patients by telephone") were not included because of low loadings (see Table 3 ). Nevertheless, because of the importance of these items to the dimension coaching and guidance as defined in the theoretical framework, these items should be included in the next step of the development of the ProffNurse SAS. Also items 48, 64, and 65 should be evaluated for inclusion in larger samples in other contexts in further development of the instrument.
Methodological considerations
In this study the 74-item ProffNurse SAS was tested using PCA, which is the factor analysis available in the PASW Statistics for Windows, Version 18.0. The assumption of normal distributions was not checked, as this is not required unless analyzed results are to be generalized beyond the sample [56] . Nevertheless, Sheng and Sheng [77] hold that non-normal distributions may add bias in estimating internal consistency reliability and that normally distributed variables would improve a solution [59] . A test-retest was not performed, but we recommend that during a future test of reliability this should occur. A test-retest is a stability check for how constantly respondents' score from one occasion to another [78] and should be conducted in a short time span. Respondents' inconsistency in answers could be due to unclear items. If so, reviewing and rephrasing should be considered.
The sixth component (Critical Thinking) was the weakest in the component structure, as two of its four items had low factor loadings. To capture the exact content, this component should be investigated in a future study.
The study sample included RNs at generalist and specialist levels and even some with some master's level training in nursing, but in this Norwegian context there were no actual APNs. An international study is currently ongoing, in which the clinical competence of nurses at specialist level in Norway are compared to the clinical competence of APNs at master's level in other countries.
Due to the limited sample size, the generalizability of this study should be handled with caution. The sample is not random but purposive and drawn from two strategically chosen geographic regions with the aim to capture rural and small to midsized urban areas. All RNs in these regions were invited to participate in the study.
The research group was informed that the likelihood existed that not all in the target population had e-mail access, and therefore a paper-and-pencil-based survey was chosen. The response rate was 52.7 %, and while half of the possible respondent group was reached it is possible that respondents may have been affected by selection bias. However, head nurses in both research areas informed the research group that other research projects were ongoing at the same time as our data collection. As the participation in this study was anonymous, in line with the Norwegian Social Science Data Services 2011, it was not possible to compare the demographics of the respondents to non-respondents.
When developing a new scale, the larger the starting item pool the better [78] . There is nonetheless a limit concerning what might be feasible or realistic to administer. There is also a risk of boring respondents. If the respondents considered the 74-item questionnaire to be too lengthy, this may have lowered not only the response rate but also the reliability of the received responses. In selfassessment approaches another potential response bias exists as well. The so-called Social Desirability Response (SDR) can affect validity [78, 79] . In our study, the respondents may have been motivated by potential professional expectations. To adjust for SDR it is possible to incorporate a SDR scale [78, p. 101 ], though to be a suitable assessment tool such a scale must be neither too brief nor too long. While we consider our final 51-item scale to be lengthy, it is still efficient, practical, and not too timeconsuming and therefore appropriate. Subsequently we chose not to include a SDR scale. An effort was made to reduce the length of the questionnaire and the time estimated to complete it, while still preserving the optimal balance between brevity and reliability [59, 60, 78] .
Conclusions
The six ProffNurse SAS components (Direct Clinical Practice, Professional Development, Ethical DecisionMaking, Clinical Leadership, Cooperation and Consultation, and Critical Thinking) are both reliable and valid in this actual study. The ProffNurse SAS is therefore a promising instrument. Nevertheless, we recommend further psychometric testing of the ProffNurse SAS in other countries and contexts and the inclusion of larger samples of nurses at various levels of education, particularly master's level APNs.
